Gordon Allport (1937) devoted a chapter of his textbook on personality to the "mature personality." In his view, the mature, or fully developed, individual has three qualities: a variety of interests and a willingness to set goals and to pursue them; insight and a sense of humor about the self; and a "unifying philosophy of life." He urged psychologists to devote more attention to the study of positive human functioning:
It is especially in relation to the formation and development of human personality that we need to open doors. For it is precisely here that our ignorance and uncertainty are greatest. Our methods, however well suited to the study of sensory processes, animal research, and pathology, are not fully adequate; and interpretations arising from the exclusive use of these methods are stultifying. Some theories . . . are based largely upon the behavior of sick and anxious people or upon the antics of captive and desperate rats. Fewer theories have derived from the study of healthy beings, those who strive not so much to preserve life as to make it worth living. (1955, p.18) In 1958 Marie Jahoda wrote Current Concepts of Positive Mental Health, a book usually considered to be the first on positive mental health. In the Introduction she writes:
Knowledge about deviations, illness, and malfunctioning far exceeds knowledge of healthy functioning. . . . [S] cience requires that the previous concentration on the study of inappropriate functioning be corrected by greater emphasis on appropriate functioning, if for no other reason than to test such assumptions as that health and illness are different only in degree.
Other members of the scientific community oppose . . . concern with mental health. In part such opposition is based on an unwillingness to work with a notion so vague. . . . In part it is rooted in the conviction that the science of behavior advances best by studying behavior, without reference to whether it is "good" or "bad." Only in this manner . . . can science remain free from "contamination by values." (p. 6)
In spite of the risk of getting values involved, Jahoda identifies six concepts associated with positive mental health: attitudes toward the self, development of self-actualization, integration of psychological functions, autonomy, accurate perception of reality, and environmental mastery.
Several other psychologists have contributed significantly to positive psychology. Abraham Maslow (e.g., 1954, 1968, 1970 ) wrote extensively about how and why psychology had gone wrong by studying only normative or negative behaviors and avoiding the issue of what the human experience could be:
If one is preoccupied with the insane, the neurotic, the psychopath, the criminal, the delinquent, the feeble-minded, one's hopes for the human species become perforce more and more modest, more and more realistic, more and more scaled down. One expects less and less from people. From dreams of peace, affection, and brotherhood, we retreat. . . . (1954, p. 360) Maslow's theory was an influential attempt to right this wrong. His theory of motivation assumes that human needs and motivations are "organized into a hierarchy of relative prepotency" (1954, p. 83; 1970, p.38) . At each need level, a person must achieve reasonable satisfaction before moving on. The first needs that must be met are the physiological needs; for example, hunger and thirst. If these are not satisfied, the person does not move on to higher order needs: safety, belongingness and love, esteem, and finally the self-actualization need. The first four of the needs are considered deficiency needs; they motivate us to fulfill a deficit state. The need for self-actualization, however, is not based on deficiency. It is a positive desire to fulfill one's potential, and seeking self-actualization may increase, not decrease, tension. Those who are self-actualized share a number of qualities, such as accurate perception of reality, acceptance of self, autonomy, freshness of appreciation, mystic experiences, humor, and democratic character (Maslow, 1954, Chapter 12; Maslow, 1970, Chapter 11). In a later book, Maslow (1976) wrote more about the mystical experiences that self-actualized people have and referred to these as peak experiences, strong experiences of awe, selflessness, and wholeness.
Mihaly Csikszentmihalyi (1990 Csikszentmihalyi ( , 1993 Csikszentmihalyi ( , 1997 introduced the term "flow," a concept similar to Maslow's concept of peak experience. Csikszentmihalyi had begun his research on creativity and first introduced "flow" to refer to the total involvement that artists have when painting. He soon realized that this experience is not confined to artists but occurs in many kinds of people and in many kinds of settings. He extended the notion of flow to activities in which a person is totally absorbed. As did Maslow, Csikszentmihalyi believes that people who experience flow frequently are much more likely to be psychologically healthy and that social pressures often constrict us and limit our psychological health. We are taught to follow the rules. As a result, many of us are conventional, rather dull, and not terribly happy. We need to be more independent of social constraints and to find goals and activities that reward and satisfy us. Csikszentmihalyi writes about the nature of the flow experience itself, the discipline necessary to experience flow, the child rearing practices that are most likely to facilitate the experience, and the personality characteristics associated with individuals who experience flow most frequently.
Interest in positive psychology seems to have increased significantly in the 1990s, and there are now new concepts and much more research on mental health. One of the difficulties faced by those studying positive psychology is, as Marie Jahoda warned in 1958, defining "mental health." Another possible problem is that of avoiding "contamination by values" (Jahoda, 1958, p. 6). But, these same issues of vagueness and values exist when we try to define "abnormality."
Corey Keyes is one of the most active contributors to positive psychology. Keyes describes the mentally healthy as "flourishing," and he has done a substantial amount of research to identify the characteristics associated with flourishing. Keyes also introduced a new concept to positive psychology-languishing. In the present reading, about 17.2% of adults are flourishing. Another 56.6% are moderately mentally healthy (they're "okay"), 12.1% are languishing, and 14.1% are depressed. Those who are languishing are not mentally ill, but they show few signs of mental health. Because his conceptual approach goes far beyond simply looking at the super-healthy and because his ideas are grounded in empirical work, Keyes has created a framework for thinking about mental health-its presence and its absence-that makes it possible for him to ask a range of new questions.
Keyes's article provides new ways to think about mental health. He argues skillfully for the importance of facilitating flourishing and for paying attention to the problems associated with languishing, and he provides a conceptual framework that will allow us to learn more about what flourishing is, who the people are who are languishing, and what the consequences are of being at different points along the mental health continuum.
There are grave reasons for concern about the prevalence and etiology of mental illness. Unipolar depression, for example, strikes many individuals annually and recurrently throughout life (Angst, 1988; Gonzales, Lewinsohn, and Clarke, 1985 Services, 1998 ).
Yet about one-half of the adult population should remain free of serious mental illnesses over its lifespan, and as much as 90 percent should remain free of major depression annually.
Are adults who remain free of mental illness annually and over a lifetime mentally healthy and productive? This is a pivotal question for proponents of the study of mental health (Keyes and Shapiro, 2004), and it is the guiding question to this study. Mental health is, according to the Surgeon General (U.S. Department of Health and Human Services, 1999), " . . . a state of successful performance of mental function, resulting in productive activities, fulfilling relationships with people, and the ability to adapt to change and to cope with adversity" (p. 4). Social scientists have lobbied over 40 years for a definition of mental health as more than the absence of mental illness (Jahoda, 1958). M. Brewster Smith (1959) lamented that "positive" mental health is a "slogan" and a "rallying call" rather than the empirical concept and variable it deserves to be. Despite the Surgeon General's definition 41 years later, mental health remains the antonym of mental illness and a catchword of inert good intentions. This paper introduces and applies an operationalization of mental health as a syndrome of symptoms of positive feelings and positive functioning in life. It summarizes the scales and dimensions of subjective well-being, which are symptoms of mental health. Whereas the presence of mental health is described as flourishing, the absence of mental health is characterized as languishing in life. Subsequently, this study addresses four research questions. First, what is the prevalence of flourishing, languishing, and moderate mental health in the United States?
etiology: the study of causes In this paper, when Keyes says "mental illness" he is referring exclusively to depression.
syndrome: a set of symptoms that occur together. In traditional clinical language, a syndrome is a particular disorder. Here Keyes is forcing us out of this traditional usage.
Second, what is the burden of languishing relative to major depression episode and to flourishing in life? Third, is mental health (flourishing) associated with better psychosocial functioning relative to major depression and languishing in life? Fourth, is mental health, like most mental illnesses, unequally distributed in the population; who, in other words, is mentally healthy?
MENTAL HEALTH AND ITS SYMPTOMS
Like mental illness, mental health is defined here as an emergent condition based on the concept of a syndrome. A state of health, like illness, is indicated when a set of symptoms at a specific level are present for a specified duration and this constellation of symptoms coincides with distinctive cognitive and social functioning (cf. Keyes, 2001; Mechanic, 1999) . Mental health may be operationalized as a syndrome of symptoms of an individual's subjective well-being. During the last 40 years, social scientists have conceptualized, measured, and studied the measurement structure of mental health through the investigation of subjective well-being (e.g., Headey, Kelley, and Wearing, 1993; Keyes, Shmotkin, and Ryff, 2002). Subjective well-being is individuals' perceptions and evaluations of their own lives in terms of their affective states and their psychological and social functioning (Keyes and Waterman, 2003).
Emotional well-being is a cluster of symptoms reflecting the presence or absence of positive feelings about life. Symptoms of emotional well-being are ascertained from individuals' responses to structured scales measuring the presence of positive affect (e.g., individuals is in good spirits), the absence of negative affect (e.g., individual is not hopeless), and perceived satisfaction with life. Measures of the expression of emotional well-being in terms of positive affect and negative affect are related but distinct dimensions (e.g., Bradburn, 1969; Watson and Tellegen, 1985) . Last, measures of avowed (e.g., "I am satisfied with life") and expressed (i.e., positive and negative affect) emotional well-being are related but distinct dimensions (Andrews and Withey, 1976; Bryant and Veroff, 1982; Diener, 1984; Diener, Sandvik, and Pavot, 1991; Diener et al., 1999).
Like mental illness (viz. depression), mental health is more than the presence and absence of emotional states. In addition, subjective well-being includes measures of the presence and absence of positive functioning in life. Since Ryff's (1989) operationalization of clinical and personality theorists' conceptions of positive functioning (Jahoda, 1958), the field has moved toward a broader set of measures of well-being. Positive functioning consists of six dimensions of psychological well-being: self-acceptance, positive relations with others, personal growth, purpose in life, environmental mastery, and autonomy (see Keyes and Ryff's 1999 review). That is, individuals are functioning well when they like most parts of themselves, have warm and trusting relationships, see themselves developing into better people, have a direction in life, are able to shape their environments to satisfy their needs, and have a degree of self-determination. The psychological well-being scales are well-validated and reliable (Ryff, 1989) , and the More on these questions can be found in Keyes (2007).
six-factor structure has been confirmed in a large and representative sample of U.S. adults (Ryff and Keyes, 1995).
However, there is more to functioning well in life than psychological well-being. Elsewhere (Keyes, 1998) I have argued that positive functioning includes social challenges and tasks, and I proposed five dimensions of social well-being. Whereas psychological well-being represents more private and personal criteria for evaluation of one's functioning, social well-being epitomizes the more public and social criteria whereby people evaluate their functioning in life. These social dimensions consist of social coherence, social actualization, social integration, social acceptance, and social contribution. Individuals are functioning well when they see society as meaningful and understandable, when they see society as possessing potential for growth, when they feel they belong to and are accepted by their communities, when they accept most parts of society, and when they see themselves contributing to society. The social wellbeing scales have shown good construct validity and internal consistency, and the five-factor structure has been confirmed in two studies based on data from a nationally representative sample of adults (Keyes, 1998).
It is probably less evident that the dimensions of social well-being, compared with emotional and psychological well-being, are indicative of an individual's mental health. However, the Surgeon General's definition of mental health included particular reference to criteria such as "productive activities," "fulfilling relationships," and "the ability to adapt to change," all of which imply the quality of an individual's complete engagement in society and life. Measures of emotional well-being often identify an individual's satisfaction or positive affect with "life overall," but rarely with facets of their social lives. The dimensions of psychological well-being are intra-personal reflections of an individual's adjustment to and outlook on their life. Only one of the six scales of psychological well-being-positive relations with others-reflects the ability to build and maintain intimate and trusting interpersonal relationships. I have argued elsewhere and have shown empirically (Keyes, 1998) that an individual's adjustment to life includes the aforementioned facets of social well-being. That is, factor analyses showed that the mental health measures formed three correlated but distinct factors: emotional, psychological, and social well-being.
Last, some dimensions of social well-being (viz. social integration) are identical with theoretical explanations of interpersonal and societal level causes of mental health (e.g., social support and social networks). We have argued elsewhere (Keyes and Shapiro, 2004) that constructs validity: the extent to which a test measures what it is intended to measure reliability: consistency measurement over time or within a test construct validity: the extent to which the results of a test agree with other measures of the same quality or predict particular outcomes in expected ways factor analysis: a statistical procedure in which correlations among a large number of variables are used to identify higher-level groups (factors) of variables such as social integration exist at multiple levels of analysis (i.e., societal, interpersonal, and individual). However, I concur with Larson (1996) , who said that "The key to deciding whether a measure of social well-being is part of an individual's health is whether the measure reflects internal responses to stimuli-feelings, thoughts and behaviors reflecting satisfaction or lack of satisfaction with the social environment" (p. 186). From this perspective, the measures of social well-being, like the measures of psychological and emotional well-being, should be viewed as indicators of an individual's mental health status.
TOWARD A DIAGNOSIS OF MENTAL HEALTH
Empirically, mental health and mental illness are not opposite ends of a single measurement continuum. Measures of symptoms of mental illness (viz. depression) correlate negatively and modestly with measures of subjective well-being. In two separate studies reviewed by Ryff and Keyes (1995), the measures of psychological well-being correlated, on average, -.51 with the Zung depression inventory and -.55 with the Center for Epidemiological Studies depression (CESD) scale. Indicators and scales of life satisfaction and happiness (i.e., emotional wellbeing) also tend to correlate around -.40 to -.50 with scales of depression symptoms (see Frisch et al., 1992) .
Confirmatory factor analyses of the sub-scales of the CESD and the scales of psychological well-being scales in a sample of U.S. adults supported the two-factor theory (Keyes, Ryff, and Lee, 2001). That is, the best-fitting model was one where the CESD subscales were indicators of . . . the presence and absence of mental illness (see also Headey et al., 1993). The psychological well-being scales were indicators of . . . the presence and absence of mental health. In short, mental health is not merely the absence of mental illness; it is not simply the presence of high levels of subjective well-being. Mental health is best viewed as a complete state consisting of the presence and the absence of mental illness and mental health symptoms.
The mental health continuum consists of complete and incomplete mental health. Adults with complete mental health are flourishing in life with high levels of well-being. To be flourishing, then, is to be filled with positive emotion and to be functioning well psychologically and socially. Adults with incomplete mental health are languishing in life with low well-being. Thus, languishing may be conceived of as emptiness and stagnation, constituting a life of quiet despair that parallels accounts of individuals who describe themselves and life as "hollow," "empty," "a shell," and "a void" (see Cushman, 1990; Keyes, 2003; Levy, 1984; Singer, 1977) .
Conceptually and empirically, measures of subjective well-being fall into two clusters of symptoms: emotional and functional well-being. The measures of emotional well-being comprise a cluster that reflects emotional vitality. In turn, the measures of psychological well-being and social well-being reflect a multifaceted cluster of symptoms of positive functioning. These two clusters of mental health symptoms mirror the symptom clusters used in the DSM-III-R (American Psychiatric Association, 1987) to diagnose major depression episode. Major depression consists of symptoms of depressed mood or anhedonia (e.g., loss of pleasure derived from activities) and a multifaceted cluster of symptoms (i.e., vegetative and hyperactive) of malfunctioning (e.g., insomnia or hypersomnia). Of the nine symptoms of major depression, a diagnosis of depression is warranted when a respondent reports five or more symptoms, with at least one symptom coming from the affective cluster. The DSM approach to the diagnosis of major depression is employed as a theoretical guide for the diagnosis of mental health, whose symptom clusters mirror theoretically and empirically the symptom clusters for depression. That is, mental health is best operationalized as [a] syndrome that combines symptoms of emotional well-being with symptoms of psychological and social well-being. In the present study, respondents completed a structured scale of positive affect and a question about life satisfaction (i.e., emotional well-being). Respondents also completed the six scales of psychological well-being and the five scales of social well-being. Altogether, this study included two symptom scales of emotional vitality, and 11 symptom scales of positive functioning (i.e., six psychological and five social).
PA RT V I N O R M A L A N D A B N O R M
The diagnostic scheme for mental health parallels the scheme employed to diagnose major depression disorder wherein individuals must exhibit just over half of the total symptoms (i.e., at least five of nine). To be languishing in life, individuals must exhibit a low level (low = lower tertile) on one of the two measures of emotional well-being, and low levels on six of the 11 scales of positive functioning. To be flourishing in life, 
METHODS Sample
Data are from the MacArthur Foundation's Midlife in the United States survey. This survey was a random-digit-dialing sample of non-institutionalized English-speaking adults age 25 to 74 living in the 48 contiguous states, whose household included at least one telephone. In the first stage of the multistage sampling design, investigators selected households with equal probability via telephone numbers. At the second stage, they used disproportionate stratified sampling to select respondents. The sample was stratified by age and sex, and males between ages 65 and 74 were over-sampled.
Field procedures were initiated in January of 1995 and lasted 13 months. Respondents were contacted and interviewed by trained personnel, and those who agreed to participate in the entire study took part in a computer-assisted telephone interview lasting 30 minutes, on average. Respondents then were mailed two questionnaire booklets requiring 1.5 hours, on average, to complete. Respondents were offered $20, a commemorative pen, periodic reports of study findings, and a copy of a monograph on the study.
The sample consists of 3,032 adults. With a 70 percent response rate for the telephone phase and an 87 percent response rate for the self-administered questionnaire phase, the combined response is 61 percent (.70 x .87 = .61). Descriptive analyses are based on the weighted sample to correct for unequal probabilities of household and within household respondent selection. The sample weight post-stratifies the sample to match the proportions of adults according to age, gender, education, marital status, race, residence (i.e., metropolitan and non-metropolitan), and region (Northeast, Midwest, South, and West) based on the October 1995 Current Population Survey.
Measures
The measures that Keyes used in this study were Estimate of the number of workdays they had lost or shortened Sociodemographic variables included here were age, sex, race, marital status, and education.
RESULTS

Prevalence
From the frequencies reported in Table 1 , the percentages in this paragraph should be as follows: Of adults who did not have depression 20.0% were flourishing, 14.1% were languishing, and 65.9% were moderately mentally healthy. Of adults who did have depression 6.3% were flourishing, 60.4% had moderate mental health, and 33.3% were languishing. 0.9 percent were flourishing, 8.5 percent had moderate mental health, and 4.7 percent were also languishing.
Exactly 28 percent of languishing adults had major depression, while 13.1 percent of adults with moderate mental health, and 4.9 percent of flourishing adults, had a major depressive episode during the past year. Thus, compared with flourishing adults, moderately well adults were about 2.1 times more likely to have had major depression during the past year, while languishing adults were 5.7 times more likely. These findings, though cross-sectional, suggest that the absence of mental health (languishing) may be a risk factor for episodes of major depression. Is pure languishing confounded with subthreshold depression? Studies have consistently shown that depressive symptoms that do not meet the criteria for major depression are associated with physical disease and functional impairments at levels sometimes comparable to that of major depression (see Pincus, Davis, and McQueen, 1999). Thus, it would be unclear whether any association of languishing with functional impairment is due to the absence of mental health or the presence of some symptoms of depression. However, the mean number of symptoms of depression (range = 0-9) among adults with pure languishing (i.e., not depressed) was .13 (SD = .58). Thus, nearly all adults with pure languishing had no symptom of depression and therefore did not fit the criteria for any form of subthreshold /Author: please verify inconsistent hyphenation of subthreshold depression (e.g., minor depression or dysthymia). Table 2 presents the bivariate association of the prevalence of indicators of levels of impairment with the combined diagnosis of major depression episode and mental health. About 18 percent of languishing adults, and 22 percent of adults with depression, said their emotional health was poor or fair; over twice as many, 55 percent, of languishing adults who had depression during the past year said their emotional health was poor or fair. Only 6 percent of moderately well and 1 percent of flourishing adults said their emotional health was poor or fair. In contrast, about 61 percent of moderately well and 81 percent of flourishing adults said their emotional health was very good or excellent. About 34 percent of languishing adults, 35 percent of adults with pure depression, and only 15 percent of languishing adults with major depression said their emotional health was very good or excellent. Note: *p < .05 **p < .01 ***p< .001 (two-tailed) a. Defined as any activity in which respondent perceived "a lot" of limitation.
dysthymia: a chronic depressive mood state
Psychosocial Functioning and Impairment
b. Number days of past 30 in which respondent was completely unable to work due to reasons of mental health or to combination of mental and physical health.
c. Number days of past 30 in which respondent had to reduce or cutback on amount of work completed due to reasons of mental health or to combination of mental and physical health.
Next, the analysis focused on severe activity limitation, operationalized as the report of "a lot" of limitation in one or more activities of daily living. About 64 percent of languishers, 55 percent of depressed only adults, and 69 percent of the languishing adults who also had major depression, reported a severe activity limitation. Moreover, 55 percent of moderately mentally healthy adults, compared with 42 percent of flourishing adults, reported a severe limitation of daily living in at least one activity. Last, the analysis focused on severe loss of workdays and severe cutbacks, where severe was operationalized as a loss or cutback of six or more days during the past 30 days. About 2 percent of languishing, 2.5 percent of depressed, and 12 percent of the languishing adults with an episode of major depression had a severe level of workdays lost due to mental health. Only .5 percent of moderately mentally healthy, and none of the flourishing adults, had a severe level of workdays lost due to mental health. In terms of work cutback, 1.6 percent of languishing, 7 percent of depressed only, and 17 percent of languishing adults with an episode of major depression had a severe level of work cutback due to mental health. Only .4 percent of the moderately mentally healthy and none of the flourishing adults had a severe level of workdays cut back due to mental health.
. . . Who is mentally healthy? Table 3 presents the descriptive epidemiology of the mental health diagnosis by gender, age, education, and marital status. Consistent with prior research, this study finds a higher prevalence of poor mental health among females, younger adults, less educated individuals, and unmarried adults. Pure depression is more prevalent among females, among adults between the ages of 25 to 54, and among separated and divorced individuals. Pure depression is about equally prevalent across the educational categories. The most dysfunctional category of languishing with an episode of depression is more prevalent among females, among adults between the ages of 25 and 54, among individuals with 11 or fewer years of education, and among divorced individuals. Pure languishing is more prevalent among younger adults between the ages of 25 and 64, among adults with a high school degree (or equivalent) or less, and among adults who are separated from their spouse; pure languishing is about equally prevalent for males and females. Mental health, or flourishing in particular, is more prevalent among males, older adults between the ages of 45 and 74, individuals with 16 or more years of education, and among married adults. The findings are therefore consistent with and extend past research. . . .
DISCUSSION
Many individuals remain free of mental illness each year and over their lifetimes. However, is the absence of mental illness reflective of genuine mental health? The Midlife in the United States study provides a rare opportunity to investigate the costs and benefits associated with the absence (i.e., languishing) and the presence (i.e., flourishing) of mental health as well as Epidemiology is the study of the prevalence and distribution of illness (and health). mental illnesses such as major depression. The results of this paper suggest there are two grave reasons to be as concerned about pure languishing in life (i.e., the absence of mental health and mental illness) as the presence [of] major depression. First, pure languishing is associated with substantial psychosocial impairment at levels comparable to an episode of pure depression. Second, pure languishing is as prevalent as pure episodes of major depression in this study.
Languishing is associated with poor emotional health, with high limitations of daily living, and with a high likelihood of a severe number (i.e., 6 or more) of lost days of work . . . that respondents attribute to their mental health. . . . Pure depression, too, was a burden. A major depressive episode was associated with poor emotional health, high limitations of activities of daily living, and a high likelihood of severe work cutback. . . .
Functioning is considerably worse when languishing and major depressive episode are comorbid during the past year. Languishing adults who had a major depressive episode in the past year reported the worst emotional health, the most limitation of activities of daily living, the most days of work lost and cut back, and the highest probability of having severe levels of workdays lost and workdays cut back by half. In contrast, functioning is markedly improved among mentally healthy adults. That is, moderately mentally healthy and flourishing adults reported the best emotional health, the fewest days of work loss, and the fewest days of work cutbacks. Moreover, flourishing adults reported even fewer limitations of activities of daily living than adults who were moderately mentally healthy.
Languishing was as prevalent as having an episode of major depression. Nearly 5 percent of the sample had the most debilitating condition of languishing combined with an episode of major depression. Less than one-quarter of adults were flourishing; one-half of adults had a moderate level of mental health. When extrapolated to the target population, 1 the prevalence estimates suggest that a combined total of 45 million adults were either languishing, depressed, or both (which constituted 29 percent of the sample). By comparison, about 32 million adults were mentally healthy based on the prevalence of flourishing in life. The bulk of the population is neither mentally ill nor mentally healthy. . . .
There are two important study limitations that suggest directions for future research. First, the 45 million: according to Table 1 , 26.2% of the sample were languishing, depressed, or both, and so the population prevalence would be about 40.5 million. From the same data, about 28 million would be flourishing. 1 Data from the Census Bureau suggested that the target population of adults between the ages of 25 and 74 in 1995 was approximately 154 million.
comorbid: a disorder that appears in conjunction with another disorder
The second limitation, not included here, is a technical issue having to do with the nature of the scales used in this study. data are cross-sectional. The ability to collect data from the Midlife in the United States survey respondents in successive waves would permit investigation of whether languishing causes work impairments and physical disability or whether work cutbacks and the onset of physical disability cause languishing. That said, cross-sectional studies of the burden of depression have been followed up with longitudinal studies showing that depression caused physical disability and diminished work productivity (Broadhead et al., 1990; Bruce et al. 1994) . Languishing, too, may precede many forms of psychosocial impairment. Moreover, flourishing in life, and perhaps moderate mental health, could be a source of resilience, acting as a stress buffer against stressful live events and life transitions.
. . . Despite this study's limitation, its findings have implications for the conception of mental health and the treatment and prevention of mental illness. The National Institute of Mental Health (NIMH) periodically convenes scholars to identify research priorities. The first sentence in the 1995 report (U.S. Department of Health and Human Services, 1995) states that the mission of the NIMH is "To improve this nation's mental health . . ." by supporting " . . . a wide range of research related to the etiology, diagnosis, treatment, and prevention of mental disorders" (p. 1) (emphasis added). Based on the present study, the question is whether the NIMH can "get there (i.e., to mental health) from here (i.e., mental disorders)."
Proponents of the study of mental health, and the implications of this study, would suggest that the mission of the NIMH is incomplete. Mental illness and mental health are highly correlated but belong to separate continua, and therefore the prevention and treatment of mental illnesses will not necessarily result in more mentally healthy individuals. Moreover, there appears to be a Pandora's box of economic and social burdens associated with the absence (i.e., languishing) of mental health, which is completely ignored by current programs in the NIMH and elsewhere (e.g., World Health Organization). The promotion of this nation's mental health will require programmatic infrastructure and funding for a wide range of research related to the etiology, diagnosis, treatment, prevention, and promotion of the absence and presence of mental health.
Moreover, treatment objectives for mental illness are symptom reduction and prevention of relapse (Gladis et al., 1999; U.S. Department of Health and Human Services, 1999). However, findings from this study suggest mental health promotion should be the preeminent treatment objective. Moreover, interventions to prevent mental illness are based on findings of the study of risk and protective factors for mental illness. Future research should also investigate whether and how languishing adults are at risk for depression. Another source of prevention knowledge may be gleaned from the study of the life course and social contexts of mentally healthy youth and adults. Understanding the nature and etiology of the strengths and competencies of flourishing individuals may provide therapeutic insights for promoting strengths and competencies in mentally ill patients (see e.g., Fava, 1999). It is time, in short, to retire the slogan of mental health and to invigorate the study and promotion of mental health.
TABLE 3
The Prevalence of Mental Health and Illness by Select Sociodemographic Characteristics (Sample Weighted).
